THIS Section has discussed the subject of carcinoids on three occasions: when Lloyd-Davies demonstrated a specimen of carcinoid of the small intestine, Naunton Morgan demonstrated a specimen of carcinoid of the terminal ileum with a carcinoma of the cxcum, and Cuthbert Dukes made valuable observations on carcinoid tumours of the rectum in 1946. There are several aspects of the subject which deserve further consideration. The title is unfortunate and misleading; common and accepted usage being responsible for its survival. Controversy has occurred regarding the nature of the tumour, and it is important to recognize its clinical significance and properties. A number of cases of carcinoid of the rectum have been reported initially by the pathologist as adenocarcinoma. The first carcinoid tumour described by Merling over 100 years ago occurred in the appendix and was diagnosed erroneously as a carcinoma.
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Distribution.-The tumour usually occurs in the gastro-intestinal tract but is also found in other situations, e.g. in ovarian teratomas in connexion with gastro-intestinal and respiratory tissues. Carcinoid has also been described as one type of bronchial adenoma. Other sites affected include the gall-bladder, Meckel's diverticulum and the mesentery. In the gastrointestinal tract the tumour occurs most frequently in the appendix, being found there almost twice as often as in the small intestine where it has a predilection for the terminal ileum. Cases are described where the stomach, duodenum and colon were involved. A carcinoid is sometimes part of a multiple tumour complex; thus, Cruickshank and Cunningham, in a series of 17 cases, found this situation in 3; and Morgan (1947) described an interesting specimen of carcinoid of the ileum and fungating carcinoma of the cecum. Approximately 60 cases have been published of carcinoid tumour in the rectum, and it is interesting to note that the majority have been detected during the last four years.
CLINICAL FEATURES
The cases may be divided into three main groups: Asymptomatic cases.-The carcinoid is found in the rectum as a result of examination for some other condition such as fissure or haemorrhoids; it may be an accidental finding in an operation specimen of a rectum removed for carcinoma.
Metastatic cases.-The patient may present with symptoms due to metastases in other organs, especially the liver, the primary growth being silent. Horn described such an occurrence in a woman whose symptoms extended over a period of eleven weeks. Her liver was almost entirely replaced by metastases and she died shortly afterwards of liver failure. Pearson and Fitzgerald reported 2 patients with widespread metastases on admission. The chiet symptoms in this group include anorexia, nausea, increasing fatigue and loss of weight.
Cases with rectal symptoms.-The chief symptoms are rectal bleeding, either bright or dark red in colour; a change in bowel habit with constipation of increasing severity, or diarrhoea; and tenesmus. The tumour may be single, and usually arises in the anterior wall of the rectum; it may be completely submucosal, but in other cases there is a partial covering of mucous membrane. It is freely mobile unless infiltrative characteristics have developed.
The type is variable; thus, a nodule, polyp, plaque or annular constriction may be felt. The consistency is rubbery or firm, and in some cases there is infiltration of surrounding tissues. In some cases the size may equal any malignant rectal tumour. On inspection the colour varies from white, yellow to red-brown. Rigdon and Fletcher reported a case of multiple carcinoid tumour; there were innumerable nodules of variable size underneath the mucosa. The differential diagnosis depends upon the type of carcinoid present. When pedunculated, it must be distinguished from an adenomatous polyp; if submucous, from benign connective tissue tumours and inflammatory swellings; when it is infiltrative, carcinoma and lymphogranuloma inguinale must be considered.
Proceedings7of the Royal Society of Medicine 10 Case record.-Female, aged 60, complained of continuous pain in the rectum and tenesmus. She had been constipated for years. There was no bleeding or diarrhoea.
Examination.-General condition good; no physical signs except in the rectum. On rectal examination there was a firm polyp arising from the right lateral wall, 3 cm. from the anus. Large internal hxemorrhoids were also present. Sigmoidoscopy showed no other abnormality up to 20 cm. from the anal orifice.
Operation (August 9, 1948) .-Hmemorrhoidectomy and excision of the polyp. Histological examination of the polyp showed the structure of a carcinoid tumour. Follow-up (February 6, 1950) Pathological aspects.-It is usually necessary to perform a biopsy with microscopic examination in order to substantiate the diagnosis. Even with microscopy a number of pathologists have mistaken it for carcinoma.
The type cell: The present view is that the tumour arises from the argentaffine cells of the gastro-intestinal tract which were described by Kultschitzky in 1897 as specialized epithelial cells with a characteristic structure. In 1905 Schmidt called attention to their yellow colour and thought that they were part of the chromaffine system. In 1914 Gosset and Masson noticed that certain granules in the cell cytoplasm reduced silver compounds, producing brown or black particles, and called them argentaffine cells. These cells are commonest in the appendix and terminal ileum; less frequent in the large bowel and upper part of the small bowel, and comparatively rare in the rectum and stomach. They are concentrated at the bases of the crypts of Lieberkushn, and cases are described where a carcinoid tumour was demonstrated histologically to be arising from this region. The stroma of the tumour is composed of dense connective tissue and smooth muscle fibres with hyaline degeneration in places. The stroma is infiltrated by lymphocytes, plasma cells and polymorphs.
MALIGNANCY
In reaching a decision concerning malignancy it is essential to consider the behaviour of the tumour, which is capable of giving rise to widespread metastases. Thus, Ritchie and Stafford (1944) reviewed a series of 332 cases and found 126 (37-9%) with metastases. Miller and Herrmann collected 68 cases with metastasizing carcinoid of the gastro-intestinal tract; 50 cases of small bowel; 14 cases of appendix; 3 cases of colon, and 1 of stomach. In Raiford's series of 29 cases, metastases were found in 20-7%. Pearson and Fitzgerald found metastases in 12-5 % of a series of 32 cases of carcinoid tumours of the rectum. It may be that the incidence of metastases increases with the age of the tumour; for example, it is low in the appendix cases, for appendicectomy is usually carried out early. Burckhardt claimed that, although cell proliferation is slow, the formation of metastases is only a matter of time, dissemination occurring mainly by the blood stream and occasionally by the lymphatics. As the tumour gets larger, its tendency to metastasize becomes greater; and Gaspair stated that even the smallest nests of cells possess the ability to infiltrate the muscle layers.
The distribution of metastases resembles that seen in adenocarcinoma of the bowel; the liver and regional lymph nodes are most often involved. Metastases are described in other organs including the kidneys, suprarenals, spleen, brain, lungs, bone, subcutaneous tissues and mediastinal lymph nodes.
In addition there is other evidence of the malignant properties of this tumour. Cruickshank and Cunningham drew attention to the variability in the number of mitotic figures in the cells of different tumours; in some they are numerous indicating rapid growth. They also found evidence of cellular infiltration into, and through, the muscularis coat on frequent occasions, and even in small tumours lymphatic and vascular embolism was demonstrated. These authors are surprised that e,xtensive metastases are not more frequent in addition to those in lymph nodes and liver. There is also a lesson in Morgan's case where a carcinoma of the cncum had spread into the pericolic fat but no metastases had occurred, whereas a carcinoid was present in the same specimen situated 5 ft. from the ileocwcal valve with invasion of the muscle coat and metastases in 3 mesenteric lymph nodes.
A tumour with these properties must be regarded as malignant, but it progresses slowly, and it is agreed that the degree of malignancy is less than in adenocarcinoma. As the tumour enlarges its cells will eventually transgress their barriers with infiltration of neighbouring structures and metastases in distant organs may occur.
TREATMENT OF RECTAL CARCINOID
It should be remembered that the tumour possesses a low degree of malignancy, that after local excision there has been no recurrence in a number of cases after many years of observation, and that local infiltration is a danger sign. It is possible therefore to formulate the following programme of treatment.
When a carcinoid tumour has been excised in the belief that it was an adenomatous polyp, subsequent histological examination proving the diagnosis, the patient should be kept under observation in order to detect any recurrence. When a small, non-infiltrating carcinoid is found and confirmed by biopsy, a wide local excision is performed and the patient kept under observation. A radical operation is performed when a large carcinoid with infiltrating properties is present, or an annular constricting carcinoid.
If a recurrent carcinoid appears a radical operation should be carried out.
